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Over the past few decades, increasing emphasis has been placed on identifying at-risk drinking and alcohol use disorders in patients seen in health care settings and providing targeted interventions to change drinking behaviors. Primary care settings in particular have been a major focus of these efforts, as patients with problem drinking or alcohol use disorders are much more likely to show up in general medical settings than they are in more specialized settings, and alcohol and drug dependence are most appropriately treated like other chronic illnesses. 2 The body of evidence from studies of screening and counseling interventions in primary care settings supporting the efficacy of these approaches is quite compelling. Three articles published in this issue of Journal of General Internal Medicine provide important new information concerning the screening and intervention strategies for patients with problem drinking and the impact of problem drinking on health. Each of these articles is particularly relevant to the practice of general internal medicine and should be of special interest to readers of JGIM.
Concerning screening, the article by Cook et al. focuses on a unique population of patients-young individuals (15-24 years old) seen in a sexually transmitted disease clinic. 3 Clearly it makes sense to focus screening in young individuals early in the course of their drinking careers, as complications come quickly and prevention can be critical. 4 The authors compare three brief alcohol screens (AUDIT, CRAFFT, and CAGE) to examine their utility as screening tools when compared to a ''gold standard'' interview using DSM-IV criteria for alcohol use disorders. While the CAGE has been widely accepted as a useful screening tool among general medical adult populations, 5 its utility in younger individuals has been questioned. Thus, comparing the CAGE to other relatively brief instruments, the AU-DIT (which has also been used widely in adult populations) and the CRAFFT (which has been designed more specifically for younger individuals) makes good sense. Obviously, if we are going to encourage individuals who provide care to this population to screen for problem drinking, we need to be sure we give them the right tool. Cook et al. found that the AUDIT and the CRAFFT both performed quite well in this population although the CAGE appeared to suffer by comparison, especially in terms of sensitivity. Thus, while the CAGE questionnaire may be a good choice for screening adults more generally, the AUDIT and the CRAFFT seem to be a better choice for the adolescents and young adults studied. The authors go on to note that the AU-DIT, which contains 10 items, is relatively lengthy in comparison to the 6-item CRAFFT questionnaire. The CRAFFT may also have better ''face validity'' for these younger individuals by its focus on social phenomena such as riding in a car driven by someone who had been drinking and getting into trouble while using alcohol. Thus, many clinicians many find this instrument more useful for young individuals. On the other hand, because the AUDIT seems to have good test characteristics in these younger individuals as well as older adults, 5 perhaps knowing and using one instrument such as the AUDIT consistently might be a better strategy-as long as you are able to keep track of the 10 AUDIT questions. From the perspective of general internists, along with the somewhat narrow and perhaps atypical (for some practices) age range of the study population, the major limitation of this study was the fact that it was not performed in a ''typical'' general medicine setting and thus the results may have limited applicability for their own patients. Nonetheless, these results are useful and point, in particular, to the limitations of the CAGE questionnaire in younger patients. The answer to this question turns out to be the use of counseling in the form of a ''brief intervention.'' Brief interventions are exactly what they say they are-brief. This approach involves a variety of simple counseling techniques with which physicians provide advice to their patients concerning their drinking behaviors. There is currently a large, diverse, and rather convincing body of literature that brief interventions can, at least modestly, improve drinking behaviors in patients who drink too much. [8] [9] [10] [11] Among the largest brief intervention studies was one done in 17 community-based primary care practices in Wisconsin, Project TrEAT. 12 In this study, the intervention included two 15-minute physician visits followed by two telephone calls from the nurse. At 1-year follow-up, substantial improvements were observed in a variety of drinking behaviors of those receiving the ''active'' treatment. Despite this, relatively few of the brief intervention studies were formed and focused specifically on primary care patients. 11 Thus, the publication in the current issue by Reiff-Hekking et al. is a welcome addition to the literature. In this article, the authors follow up a prior study 13 and provide 6-and 12-month follow-up data from a cohort of over 400 high-risk drinkers cared for in a group of academically affiliated primary care internal medicine practices. Over 40 attending physicians and nurse practitioners participated along with a small number of internal medicine residents. The brief intervention in this study was administered by providers who received 2.5 hours of training in patient-centered alcohol counseling. This counseling was supplemented by an office support system which provided reminders concerning drinking behaviors. As with the previous report published by this group, subjects in the ''special intervention'' arm had significantly improved outcomes compared to those who received ''usual care,'' as measured by changes in weekly alcohol intake and the proportion of individuals who change to ''safe'' drinking levels. While the improvements seen were modest, the consistency of findings across the outcome variables is sufficiently compelling to further recommend brief intervention counseling for all of our patients who drink excessively. Despite this and numerous other studies, a number of questions remain about the efficacy of brief intervention approaches. Which components of the intervention are the ''active ingredients''-the counseling? The reminders? Are brief interventions useful in alcohol-dependent patients who are usually excluded from studies of these approaches? Are they effective in different sociodemographic subgroups? Are repeated or ''booster'' sessions necessary and, if so, how often? What are the long-term effects on morbidity and mortality of these interventions? No doubt many of these and other questions will be answered in primary care patient populations by investigators who are general internists.
The third article in this month's JGIM ''triad'' focuses on the health effects of alcohol consumption and the interrelation between drinking and smoking and their effects on coronary heart disease (CHD) mortality and cancer incidence. 14 Patients frequently inquire about the potential health benefits of ''moderate'' alcohol consumption, 15, 16 although the degree to which these ''benefits'' exist is controversial. 17 In this issue of JGIM,
Ebbert et al. report data from a population-based sample in
Iowa which examines the effect of alcohol on CHD, cancer incidence, and cancer mortality in smokers and nonsmokers to explore the interactions of alcohol and smoking on these outcomes. Alcohol consumption was categorized in a manner which identified individuals who are either abstainers (consumed less than one drink per day), or who consumed at least one drink per day. Although not surprising, perhaps the most unique finding in this study was that smoking effectively negates the potential benefits of moderate alcohol consumption in protecting again CHD. Thus, those patients who thought they were ''saving their heart'' by consuming moderate amounts of alcohol should know that this benefit, if it exists, is effectively ''wiped out'' if they smoke. In addition, and also not surprisingly, these researchers demonstrated that alcohol consumption was associated with increased cancer incidence in particular in those who were former or current smokers. This study is an excellent example of how epidemiologic data can be used to counsel specific subsets of patients regarding their behaviors. These investigators confirm the general association between alcohol consumption and smoking and provide extra ''ammunition'' for clinicians who want to counsel their patients around the impact of their alcohol consumption and smoking behaviors.
Perhaps the beauty of these three studies as a group for general internists is the fact that they cover a wide spectrum of clinical interactions between physicians and their patients. One study supports the concept that screening is effective for identifying alcohol use disorders and demonstrates which specific instruments are most effective in younger patients. The second study tackles the issue of how to effectively manage our ''problem drinkers'' once we identify them through screening, using relatively simple techniques that are easily applied by general internists. The third study addresses the issues of ''moderate'' drinking, the interaction between drinking and smoking, and alcohol-related comorbidities. All three represent ''bread and butter'' general internal medicine.
These three studies point to the ever increasing role of generalist physicians in the care of patients with alcohol problems. 18 Each study has practical implications for how general internists care for their patients today and could be applied ''at the bedside'' immediately. Hopefully, successful efforts such as these will encourage positive changes in clinical practice and further invigorate efforts to investigate how to most effectively approach patients with alcohol problems. General internal medicine should remain at the forefront of these clinical and research efforts. -Patrick G. O'Connor, MD, MPH, Section of General Internal Medicine, Yale University School of Medicine, New Haven, CT.
